Aim: Hepatectomy is the main curative method for patients with hepatocellular carcinoma (HCC) in China. Unfortunately, high recurrence rate after hepatectomy poses negative impact on the prognosis of patients. This study aimed to develop prognostic nomograms to predict early recurrence (ER) and late recurrence (LR) of HCC after curative hepatectomy. Patients and Methods: Total of 318 HCC patients undergoing curative hepatectomy from January 2012 to January 2018 were retrospectively recruited. Potential risk factors that were significant for predicting ER and LR in univariate analysis were selected for multivariate survival model analysis using the backward stepwise method. Risk factors identified in multivariate analysis were used to develop nomograms to predict ER and LR. The nomogram was internally validated using 2,000 bootstrap samples from 75% of the original data. Results: Among 318 patients, 164 showed postoperative recurrence, of which 140 and 24 had ER (≤2 years) and LR (>2 years), respectively. Multivariate analysis showed that age, Hong Kong Liver Cancer Stage, albumin-bilirubin, METAVIR fibrosis grade, and microvascular invasion were risk factors of ER for HCC after curative hepatectomy. The AUC of the ROC curve for ER in the development set (D-set) was 0.888 while that in the validation set (V-set) was 0.812. Neutrophil/lymphocyte ratio and glypican-3 (+) were risk factors for LR in HCC patients after curative hepatectomy. The AUC of the ROC curve for LR predictive nomogram that integrated all independent predictors was 0.831. The AUC of the ROC curve for LR in the D-set was 0.833, while that for LR in the V-set was 0.733. The C-index and AUC of ROC for the proposed nomograms were more satisfactory than three conventional HCC staging systems used in this study. Conclusion: We developed novel nomograms to predict ER and LR of HCC patients after curative hepatectomy for clinical use to individualize follow-up and therapeutic strategies.
Introduction
China, due to the shortage of donor organs. 3 However, there is a high recurrence rate after hepatectomy, which impacts the survival of patients with HCC. The cumulative recurrence within a 5-year period ranges from 50% to 70%. 5 It is proposed that early recurrence (ER) and late recurrence (LR) can be distinguished by the 2-year postoperative time point following curative resection of HCC. 6, 7 ER is associated with the pathological factors of aggressive tumors, including large tumor size, microvascular invasion (MVI), high tumor staging, microsatellite lesions, and high levels of serum alpha-fetoprotein (AFP). ER has been attributed to intrahepatic occult metastases or the multicenter metastasis of primary tumors. [6] [7] [8] [9] [10] In contrast, LR is caused by the formation of "de novo" tumors in the context of hepatitis and cirrhosis. 2, 6, 7, 11 Various risk factors for HCC recurrence after hepatectomy have been reported, but the results are often conflicting. Thus, an efficient model to predict recurrence after curative hepatectomy is urgently needed to develop individualized follow-up, early intervention, and improvements to prognosis. Existing models/scoring systems are considered to have good predictive function, but they have shortcomings. First, there is no standardized way of distinguishing ER and LR after hepatectomy in terms of recurrence time, which ranges from 0.5 years to 5 years after surgery. 14, 15, 20, 29, 35, 36 In some cases, predictive analyses are performed using an indicator of disease-free survival (DFS). 12, 14, [16] [17] [18] [19] [21] [22] [23] [24] [25] [26] [27] [31] [32] [33] [34] Some investigators have suggested using the time to recurrence, rather than recurrence-free survival, as the endpoint to predict and evaluate ER after HCC resection. 41 Second, these systems tend to only be used for specific populations, limiting interpretation or the detection of consistent patterns across groups. For example, some predictive systems have been used for patients with portal vein tumor thrombus (PVTT) 12, 23, 25, 26, 29, 31, 32, 35 and bile duct tumor thrombus (BDTT), 31 for which curative hepatectomy is not suitable. 42 Third, scoring systems emphasize the weight of all risk factors in tumor recurrence; however, objective assessments of liver status are not available when using the liver fibrosis/ cirrhosis in Child-Turcotte-Pugh (CTP) scoring system 12, 14 or the Model for end-stage liver disease (MELD) scoring system. 12, 33 There is not even qualitative evaluation of liver fibrosis/cirrhosis. 15, 18, 19, 24, 25, 29, [35] [36] [37] Therefore, this study aimed to develop novel prognostic nomograms characterized by easily collected and objective clinical data for ER and LR after curative hepatectomy.
Materials and Methods Patients
All 318 patients with HCC that underwent radical hepatectomy in Hunan Provincial People's Hospital (The First Hospital Affiliated with Hunan Normal University) from January 2012 to January 2018 were recruited. Inclusion and exclusion criteria of patients with HCC after curative hepatectomy were based on the published literature. 42 Inclusion criteria were: (a) Eastern Cooperative Oncology Group (ECOG) Performance Status score 0 to 1 in the absence of macroscopic hepatic vein tumor thrombus, macroscopic bile duct tumor thrombus, extrahepatic spread, and/or distant metastases; (b) patients with preoperative status child-pugh A or B or with child-pugh ≥ B that recovered from child-pugh C after short-term therapy; (c) exact pathological diagnosis of HCC; and (d) patients with completely resected HCC (R0). Exclusion criteria were: (a) patients with other cancers in combination to HCC; (b) patients with cardiovascular, pulmonary disease or liver cirrhosis; (c) incomplete clinicopathological reports and follow-up data; and (d) perioperative death or postoperative death within 90 days of hospitalization. Patient data were retrospectively extracted from the medical records, which included demographic information, preoperative laboratory data, surgical results, pathological data, postoperative complications, recurrence and survival information, and oncologic outcomes. These data points were gathered and presented in Table 1 . This study conformed to the Helsinki principle and was approved by the Ethics Committee of Hunan Provincial People's Hospital. Every participant gave written informed consent.
Preoperative Examination
Preoperative examinations were performed, including routine blood test, biochemistry test, serum alpha-fetoprotein (AFP) level, abdominal ultrasound, computed tomography (CT) and/or magnetic resonance imaging (MRI). Diagnosis criteria were based on the published literature. 43 HCC was confirmed by (a) typical imaging characteristics of HCC being detected by at least two types of diagnostic equipment and at least two radiologists; (b) imaging examination combined with serum AFP > 400 μg/L, and/or (c) indisputable cytological and histological evidence.
Indicators of Fibrosis/Cirrhosis
The indicators of liver fibrosis/cirrhosis included (a) Aspartate aminotransferase-to platelet ratio (APRI): 44 Xu /L. The degree of esophageal and gastric varices was determined by examination of imaging and/or endoscopy. The degree of PH was classified as: none, mild (slight esophagogastric varices), moderate (obvious esophagogastric varices without "red wale" signs), and severe (obvious esophagogastric varices with "red wale" signs). (f) The METAVIR score 48 Tumor Characteristics, Staging, and Pathology
Tumor size was determined from the maximum tumor diameter (measuring unit: centimeters) of the specimen during pathological examination. The number of tumor tissues was grouped as 1, 2, 3, and ≥4 (containing satellite nodules). Tumor encapsulation was assessed as the presence of intact capsules or absence of capsules. American Joint Committee on Cancer (AJCC) 8th edition TNM staging system, 49 Barcelona Clinic Liver Cancer (BCLC) system, 50 and Hong Kong Liver Cancer (HKLC) classification system 51 were adopted to delineate tumor staging. Postoperative pathology was confirmed by at least two pathologists. Tumor differentiation was graded by the Edmondson-Steiner system. 52 A tumor satellite, whether it was detected macroscopically or microscopically, was defined as a lesion that was separated from the primary tumor, and had a tumor diameter and distance from the main tumor of no more than 2 cm. Microvascular invasion (MVI) was diagnosed as the presence of tumor emboli in a vascular space lined by endothelial cells under a microscope, based on "the evidence-based practice guidelines for standardized pathological diagnosis of primary liver cancer in China: 2015 update". 42 ). 53 Nonanatomic hepatectomy referred to wedge resection and tumor enucleation. Clinical "resectional margin distance" was defined as the shortest distance measured from the liver resection margin to the edge of the tumor. An appropriate resection margin length was used if the ideal anatomical resection could not be performed. A negative resection margin was used if the recommended intraoperative resection margin length ≥2 cm was not possible. Postoperative complications within 90 days after surgery were classified as grade I-V based on the Clavien-Dindo classification system. 54 
Follow-Up
All patients were followed up by telephone inquiry or special clinic re-examination. The date of surgery was defined as initiation time. The follow-up was censored on December 31, 2018. The time to recurrence (TTR) was termed the endpoint as the time from date of surgery to the date of first relapse detected on imaging, and was recorded with overall survival (OS) and disease-free survival (DFS). OS was defined as the interval between the date of surgery and the date of patient death, or the date of the last followup. DFS was the interval between the date of surgery and the date when tumor recurrence was diagnosed, or the date of the last follow-up, or the date of patient death. Ultrasound and serum AFP levels were postoperatively examined every 3 months within 2 years of diagnosis, and every 6 months after 2 years. Enhanced CT and/or MRI, as well as pathology examination, was performed if the ultrasound showed new liver lesions and/or if serum AFP showed progressive elevation. ER was defined as recurrence time ≤2 years, and LR was defined as >2 years after curative hepatectomy. The site of recurrence (intra-or extrahepatic) and the size and the number of recurrent nodules were evaluated. Patients with recurrence of HCC were treated with various therapies, including rehepatectomy, microwave ablation, transcatheter arterial chemoembolization (TACE), immuno-targeted drugs such as sorafenib, radiotherapy, or best supportive care.
Statistical Analysis SPSS 23.0 (IBM Corporation, Armonk, New York, USA) was used for the analyses, and a P value of <0.05 was considered to be statistically significant. Cox-regression analysis was used to estimate the hazard ratio (HR) with a 95% confidence interval (95% CI) for each of the potential risk factors (P < 0.05 was set as significant). Univariate analysis was applied for risk factors with preliminary estimation. Variable selection methods with three steps (forward, backward, and stepwise; inclusion and exclusion criteria of type I error = 0.1 based on likelihood ratio tests) were adopted in the multivariate analysis. Potential risk factors for predicting ER and LR in univariate analyses that were considered significant (P < 0.05) were selected for the multivariate analysis using the backward stepwise method, with a P-value threshold of <0.05. R (version 3.4.1) with rms software package version 5.1-1 (http:// www.R-project.orghttp://CRAN.R-project.org/package= rms) was used. Risk factors detected from the multivariate analysis were used to construct nomograms to predict ER and LR, respectively. AUC values (95% CI) of nomograms for both ER and LR were obtained. Using Bootstrap analysis, 75% of all patients were randomly selected 2000 times for internal verification. Harrell's concordance index (Cindex) analysis was used to evaluate the consistency probability between predicted cohorts and observed cohorts. The C-index range extended from 0.5 (no discriminant ability) to 1.0 (perfect discriminant ability), and P < 0.05 was considered significant. A calibration curve was plotted to estimate the prognostic performance of the nomograms for ER and LR. The AUC of ROC and C-index analysis was used to compare the predictive power of nomograms with three conventional HCC staging systems/models (the 8th AJCC-TNM staging system, BCLC system, and HKLC system).
Results Patients
Total of 318 patients out of 586 recruited HCC patients met the eligibility criteria. Patient characteristics are presented in 
Recurrence and Survival
Total of 164 patients with HCC had postoperative recurrence by the end of the follow-up period. The median time to recurrence (TTR) was 10.6 months (range: 1.0-153.0 months). Out of the 140 patients with ER, 107 cases had intrahepatic recurrence, 24 cases had synchronous intrahepatic recurrence and extrahepatic metastases, including metastases to the pulmonary area (n = 14), peritoneal cavity (n = 6), lymph node (n = 1), bone (n = 1), right adrenal gland (n = 1), and brain (n = 1). Nine patients had extrahepatic metastases only, including metastases to the peritoneal cavity (n = 3), pulmonary (n = 4), lymph node (n = 1), and bone (n = 1). Out of the 24 patients with LR, 21 cases (87.5%, 21/24) had intrahepatic recurrence only, two cases had extrahepatic metastases only, including right adrenal gland + brain (n = 1), chest wall + mediastinal lymph nodes (n = 1), and one case (4.2%, 1/24) had intrahepatic and extrahepatic recurrence with metastases to the pulmonary (n = 1 
Risk Factors for Recurrence and Prognostic Nomograms
Univariate analysis showed that 25 factors were correlated with ER and three factors were correlated with LR (Table 1 ). Multivariate analysis showed that patient age, HKLC stage, ALBI, METAVIR fibrosis grade, and MVI were risk factors for ER (Table 2) , while the neutrophil to lymphocyte ratio (NLR) and glypican-3 (+) were risk factors for LR (Table 3) .
Nomograms for Predicting ER
The AUC of ROC for the nomogram integrating all independent predictors for ER was 0.860 ( Figure 1A) . A prognostic nomogram was established according to the results of the multivariate analysis ( Figure 1B) . A score was generated for each risk factor by drawing an upward line to the corresponding scoring axis. The predictive probability of ER was represented by the total score accumulated from each score positioned on the total-score axis.
Internal Validation Results
Using Bootstrap analysis, 75% of all patients were randomly selected 2000 times for internal validation. The AUC of ROC for ER in the development set (D-set) was 0.888, while that in the validation set (V-set) was 0.812 ( Figure 1C ). The calibration plots predicted ER well ( Figure 1D ). In our internal validations, the bootstrapcorrected C-index to predict ER in the nomogram was 0.7794 (95% CI, 0.6456-0.9132). The calibration plots showed strong consistency between the prediction cohort and the observation cohort, confirming the repeatability and reliability of this nomogram.
Comparison of the Nomogram to Alternative Staging Models as a Predictor of ER
The AUC under the ROC of the proposed ER nomogram was 0.860 (95% CI: 0.814-0.935), and was more satisfactory than the AUCs of the three representative conventional HCC staging systems/models; specifically 0.685 (95% CI: 0.625-0.746) for the eighth AJCC-TNM staging system, 0.678 (95% CI: 0.617-0.739) for the HKLC staging system and 0.655 (95% CI: 0.592-0.717) for the BCLC system ( Figure 1E ). The C-index of our proposed ER nomogram [0.7794 (95% CI: 0.6456-0.9132)] was much higher than those of the three representative conventional HCC staging systems/models; specifically: 0.5913 (95% CI: 0.5481-0.6279) for the eighth AJCC-TNM staging system, 0.5954 (95% CI: 0.5378-0.6184) for the BCLC system, and 0.6226 (95% CI: 0.5623-0.6458) for the HKLC staging system.
Nomograms for Predicting LR and Their Predictive Performance
The AUC under the ROC for the nomogram that integrated all independent predictors for LR was 0.831 ( Figure 2A) . A prognostic nomogram was established based on the results of the multivariate analysis ( Figure 2B ). A score was generated for each risk factor by drawing an upward line to the corresponding scoring axis. The predictive probability of LR was represented by the total score accumulated from each score positioned on the total-score axis.
Internal Validation Results
Using Bootstrap analysis, 75% of all patients were randomly selected 2000 times for internal validation. The AUC of the ROC for LR predicted in the D-set was 0.833, while that in the V-set was 0.733 ( Figure 2C ). The calibration plots had a strong predictive ability for LR ( Figure 2D ). In our internal validation, the bootstrap-corrected C-index to predict LR in the nomogram LR was 0.7364 (95% CI, 0.6854-0.7844). The calibration plots showed strong consistency between the prediction cohort and the observation cohort, validating the repeatability and reliability of this nomogram.
Comparison of the Nomogram to Alternative Clinical Staging Systems as a Predictor of LR
The AUC under the ROC of the proposed LR nomogram was 0.831 (95% CI: 0.802-0.903), which was more satisfactory than the three representative conventional HCC staging systems/models; specifically, 0.424 (95% CI: 0.322-0.526) for the eighth AJCC-TNM staging system, 0.422 (95% CI: 0.313-0.532) for the BCLC system, and 0.405 (95% CI: 0.290-0.520) for the HKLC staging system ( Figure 2E ). The C-index of our proposed LR nomogram was 0.7364 (95% CI: 0.6854-0.7844), and was much higher than those of the three representative conventional HCC staging systems/models; specifically, 0.4900 (95% CI: 0.4324-0.5956) for the eighth AJCC-TNM staging system, 0.5510 (95% CI: 0.4799-0.6482) for the BCLC system, and 0.5403 (95% CI: 0.4825-0.6156) for the HKLC staging system.
Discussion
This study developed novel nomograms to predict postoperative ER and LR for individual patients with HCC after curative hepatectomy. In China, most HCC patients are treated with curative hepatectomy. These easy-to-use graphical nomograms contain typical clinical variables (preoperative and pathological characteristics) that have the potential to improve the prognostic function of staging systems from the group-level to an individual level. Within this framework, it would be possible to identify patients who are at high risk of recurrence after curative surgery, allowing clinicians to provide appropriate surveillance to detect recurrence as early as possible. Predictive performance was verified using an internal validation cohort, with a C-index of 0.7794 (95% CI, 0.6456-0.9132) for ER and a C-index of 0.7364 (95% CI, 0.6854-0.7844) for LR. The AUCs of our novel predictive nomograms for ER and LR were 0.860 and 0.831, respectively. These results were more satisfactory than previously reported predictive models/scoring systems (Tables 4 and 5 ). Our results confirm previous studies suggesting that ER and LR are separate clinical entities resulting from different risk factors. Specifically, intrahepatic recurrence remains the main cause of ER/LR, with a low proportion of repeat operations. However, it is difficult to distinguish ER and LR based on the clinical or biological characteristics of HCC. 55 As a simple alternative, our novel prognostic nomograms for predicting ER and LR after curative hepatectomy, have the advantage in that they: (a) are suitable for all types of patients with HCC after resection, not just one specific group; (b) clearly distinguish ER and LR after operation, and could be used in place of DFS to predict postoperative recurrence; (c) take descriptions of tumor characteristics into account, reasonably select indicators to evaluate basic liver status, and incorporate postoperative pathological indicators. A multi-center study in China showed that patient gender, liver fibrosis/cirrhosis, and several, initial stage aggressive tumor characteristics represented risk factors for patients with HCC after hepatectomy. 56 However, differences in fibrosis/cirrhosis and microvascular invasion were only described as presence and absence. Some investigators showed that liver fibrosis/cirrhosis is an important risk factor for HCC recurrence after surgery. 2 The wellknown risk factors for ER in patients with HCC were also confirmed by our multivariate analysis. Evaluation of the prognostic significance of indicators that reflect liver fibrosis/cirrhosis was reasonable for patients with HCC after hepatectomy. However, liver reserve function tends to be overlooked or minimally used by existing staging systems. CTP classification is widely used to assess liver reserve in patients with cirrhosis, and has been incorporated in many HCC staging systems. A model for end-stage liver disease (MELD) score was used to assess the severity of liver dysfunction. Therefore, HCC with chronic liver disease status (fibrosis/cirrhosis) was evaluated in detail using several preoperative non-invasive indicators and the postoperative METAVIR score for assessing the status of nontumor parts of the liver in our study. This approach was used to clarify how the status of chronic liver disease would impact ER and LR in patients with HCC. Our study showed that the basic indicators used to evaluate the status of liver disease (such as ALBI and chronic liver disease staging) are risk factors for ER after curative resection. Various non-invasive models have been developed to assess liver fibrosis in patients with HBV or hepatitis C virus (HCV). 47, 57 For example, APRI and Fib-4 have been recommended as non-invasive indicators under WHO guidelines to diagnose liver fibrosis/cirrhosis in patients with chronic HBV infection. 58 However, these indicators were not statistically significant in the univariate analysis of HCC recurrence after hepatectomy in our study. Furthermore, we evaluated how pathological staging and inflammatory activity of chronic liver disease affect HCC recurrence after surgery. We used METAVIR fibrosis grade F0 as reference indicator, with HR only being statistically significant for staging F3 out of F1-4 and staging F0. Unexpectedly, ALBI (B =1.217) had a more significant effect than pathological chronic liver disease staging. ALBI was graded as a simple and objective indicator of evaluating liver function. 46 ALBI is also significantly correlated with higher recurrence rates after hepatectomy, and can be used to determine patient prognosis. 46, 59, 60 However, ALBI grade was not statistically significant in the univariate analysis, because patients of the same ALBI grade showed different liver functions in our study. Most HCC patients that underwent hepatectomy in this study were CTP grade A; therefore, the indicator of ALBI that was included in the nomogram to predict ER did not add extra weight in this study. This study revealed significant heterogeneity in inflammation and fibrosis in different regions of the liver, thus assessing inflammation and fibrosis staging in non-tumor liver areas after hepatectomy might not reflect overall liver status. Previous studies also showed that the severity of liver fibrosis of HCC patients might not be effectively diagnosed by the monitoring models of chronic liver disease without HCC. 61 In the current study, chronic liver disease staging F0 was used as reference indicator, with statistical significance in HR only being shown when comparing staging F3 out of F1-4 and staging F0. Thus, the actual risk of liver cirrhosis on postoperative ER requires the development of a monitoring model for HCC patients that have liver cirrhosis. The predictive function of these indicators for HCC recurrence and the need for routinely monitoring fibrosis in the follow-up require further evaluation. Routine liver biopsies might not be needed to monitor postoperative patients with HCC during follow-up, even though such invasive examination serves as a gold standard for assessing liver status. Various HCC staging systems use different biological characteristics, including tumor diameter/number and vascular invasion, as variables to classify cancer classification. However, these factors are not sufficient to predict the postoperative status of patients after hepatectomy. Thus, we used the most representative systems to describe oncological characteristics, including the 8th AJCC-TNM staging system, BCLC system, and HKLC classification system. These predictive systems primarily use tumor status, tumor size, tumor number, vascular invasion, and serum AFP, failing to provide an accurate assessment of the status of underlying liver disease. Hepatitis B virus (HBV) infection is the main cause of HCC in China. 3 The proportion of HCC patients with HBV in the current study represented 85.5% (272/318) of all patients. Furthermore, HCC patients with HBV after postoperative recurrence accounted for 91.25% (146/164) of all patients. HKLC system was established for a large population of HBVrelated patients with HCC. 51 It was more accurate than the BCLC staging system to predict patient prognosis.
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The AUC of ROC for proposed nomograms was better than the three conventional HCC staging systems/models (the 8th AJCC-TNM staging system, BCLC system, and HKLC system). However, the multivariate analysis showed no difference in HR when comparing the HKLC-IIA/IIB stage with the HKLC-I stage. In comparison, there was a significant difference in HR when comparing the HKLC-IIIA/IIIB stage with the HKLC-I stage. In addition, the negative correlation between tumor size and other adverse critical prognostic factors (such as vascular invasion, poorly differentiated tumors, and multiple lesions) was reported in a large cohort study. 65 The importance of tumor size as a prognostic factor for HCC is highly controversial, 65, 66 affirming that postoperative ER after hepatectomy cannot be solely predicted on tumor characteristics for HCC.
As an important component of the AJCC-TNM system, microvascular invasion (MVI) is considered to represent a histological indicator of HCC recurrence and long-term survival after hepatectomy. 67, 68 However, MVI is overlooked by existing staging systems. As shown in Tables 4 and 5 , in current predictive models or scoring systems of HCC recurrence after hepatectomy, MVI is simply classified as present or absent. 13, 16, 17, 19, [21] [22] [23] [24] [25] [26] [27] [28] 30, 32, 34 Some studies do not even evaluate MVI. 12, 14, 15, 18, 29, 31, 33, 36, 39 Considering the potential role of MVI in predicting the recurrence of HCC in patients following hepatectomy, MVI absence (M0) was used as a reference indicator in our study. Of note, strong significance was obtained for HR when comparing MVI M2 and MVI M0. In addition, small HCC (≤3 cm) may be detected with MVI, and multinodular HCC with ≤3 nodules might arise from MVI, leading to the formation of satellite nodules. Consequently, the biological behavior of actual tumors was not pragmatically reflected by the early-stage in these patients. 68 Therefore, future studies are needed to verify the role of MVI in predicting HCC recurrence in patients following hepatectomy. Our study showed that LR might be associated with inflammation and glypican-3 positive expression. A previous study showed that inflammation contributes to the development and prognosis of HCC. 69 Neutrophils produce chemokines and cytokines, which promote the proliferation, angiogenesis, invasion, and metastasis of tumors. On the other hand, lymphocytes produce cytotoxic factors that enhance antitumor immune responses. 70 Increased platelet/ lymphocyte ratio (PLR) is associated with a higher recurrence rate and poorer prognosis of patients with HCC after hepatectomy. 69 Our results supported that neutrophil/lymphocyte ratio (NLR) could be used as an independent prognostic factor for HCC after hepatectomy. 71 However, some studies showed that NLR is not associated with HCC recurrence and DFS after surgery. 72, 73 These differences might be attributed to the fact that current studies on prognosis of liver cancer patients lack supporting data on neutrophil and lymphocyte subgroups. These groups might maintain the balance between tumor-promoting and antitumor actions, along with their relationship with the platelet and tumor microenvironment. Thus, this group should be selected as clinical therapeutic targets to improve patient prognosis in future research. The overexpression of GPC3 is significantly correlated with highly invasive activity of tumor cells. 74, 75 GPC3 is significantly correlated with poor prognosis of patients with HCC. 74, 75 Furthermore, GPC3 can be detected in the blood samples of HCC patients. 75 GPC3 is valuable for monitoring overall survival rates (OS) and disease-free survival (DFS) for patients with HCC. Our internal validation analysis showed that the AUC of the ROC curve in the internal validation cohort was 0.812 for D-set and 0.733 for V-set), respectively. The values of AUC and even the predictive power of nomograms could be improved if more largescale multicenter studies that incorporate GPC3 and inflammation factors could be performed in the future.
Predictive systems/models must be able to detect the risk factors of ER and LR accurately. Moreover, these systems need to be simple and based on easily available clinical data. The novel nomograms proposed in our study meet these baseline requirements, providing the opportunity to gain a prognostic evaluation for ER and LR after curative hepatectomy. The current study has limitations such as the lack of large-scale prospective data, and the loss of follow-up on some patients. Therefore, the proposed nomograms require external validation in more multicenter prospective samples. In addition, our prognostic nomogram might not be applicable to HCC patients with HCV-infection, because most of our patients had HBV-infection.
In conclusion, risk factors of ER and LR for patients with HCC after curative hepatectomy can be predicted by the novel prognostic nomograms. Our novel monitoring models are of clinical use for individualized follow-up and therapeutic strategies, and could potentially improve prognosis and prolong survival of patients with HCC.
